method15,16) from the 30-degree right anterior oblique and 60-degree left oblique projections. Regional wall motion was analyzed using the centerline chord method17) and values are expressed as the number of standard deviations away from the mean value for the normal population. The centerline between the systolic and diastolic contours was generated by computer, and 100 equally spaced perpendicular chords were drawn to the centerline. 
RESULTS
Baseline characteristics: Patient age was significantly greater in the ICT and PTCA groups than in the noninterventional group (p<0.05). No significant differences were observed among groups with regard to gender, presence of preinfarction angina, peak CK-MB activity, the sum of ST elevations in electrocardiographic leads and the number of electrocardiographic leads with abnormal Q waves on admission, or the degree of anterograde and retrograde flow in the IRA before reperfusion therapy. The time to reperfusion tended to be longer in the PTCA group than in the ICT group, although the difference was not significant (Table I) . Clinical findings in the chronic phase: The number of electrocardiographic leads with abnormal Q waves was greater in the noninterventional group than in the ICT and the PTCA groups (p<0.05). Systolic blood pressure and left ventricular end-diastolic pressure did not differ significantly among the groups (Table II) . Findings at predischarge CAG: The change in the % diameter stenosis of the IRA from the postreperfusion period to follow-up CAG is shown in Figure 2 . The % diameter stenosis in the postreperfusion period was 100%, 91.5% and 20.0% in the noninterventional, ICT and PTCA groups, respectively. At the time of the second CAG, the % diameter stenosis was 92.3%, 73.9% and 35.0% in the noninterventional, ICT and PTCA groups, respectively. A significant difference was noted for each group between the two time points. In six patients from the noninterventional group, spontaneous recanalization was noted during the follow-up period. In the ICT and PTCA groups, no patients developed re-occlusion during the follow-up period. The % diameter stenosis decreased significantly from the postreperfusion period to the time of second CAG in the noninterventional and ICT groups. However, there was significant progression of the % diameter stenosis in the PTCA group. Left ventricular volume and global function: As shown in Figure 3 -A no significant difference in the global ejection fraction (EF) among the three groups As shown in Figure  5 -A, there was no difference in the Figure 5 . Five year Kaplan-Meier survival curves for patients free from cardiac death, nonfatal reinfarction and coronary bypass surgery (A) and congestive heart failure (B).
incidence of the endpoints composed of cardiac death, nonfatal reinfarction and coronary bypass surgery among the three groups. In addition, the incidence of congestive heart failure requiring hospitalization was also similar among the three groups ( Figure 5-B) .
DISCUSSION
Previous studies20-22) have demonstrated that reperfusion therapy for AMI, including thrombolysis and coronary angioplasty, can improve short-term survival and preserve left ventricular function. However, there have been no angiographic studies confirming coronary artery patency at the acute phase or long-term outcome studies demonstrating improved survival for reperfusion therapies. In our study, we determined coronary artery patency by CAG and monitored patient outcome for a mean period of 53 months. In previous studies, the longest follow-up period was 3 years. In this study, we specifically wanted to determine the importance of reperfusion therapy on global and regional left ventricular function, left ventricular remodeling and long-term prognosis. Baseline characteristics:
There were no significant differences in the baseline characteristics among the three groups except that patients in the ICT and PICA groups were older than patients in the noninterventional group. Cardiovascular disease is the most common cause of death and disability in the elderly. In fact, nearly 50% of patients who die during hospitalization for an AMI are >75 years of age.23) Further, advanced age is the most important adverse long-term prognostic factor following AMI.24-28) However, the mean age of the patients in our study was 58.2 years (38-74 years). Therefore, we believe that the results of this study were not influenced by the difference in the three groups. Infarct size: We used two indices to estimate infarct size: peak CK-MB activity and the number of electrocardiographic leads with abnormal Q waves. There was a tendency toward a higher CK-MB activity in the PTCA group than in the others. In contrast, the number of abnormal Q waves in the noninterventional group was greater than in either the ICT or PICA groups before discharge. The discordance between peak CK activity and infarct size may be explained by the washout of CK during reperfusion.29,30) The infarct size estimated by scintigraphic defects on radionuclide studies is smaller in patients who achieve early reperfusion (<6hr) than in nonreperfused patients,31) although there is no significant difference in infarct size between thrombolysis and mechanical reperfusion.8) Our data agree with these previous reports. Change in the % diameter stenosis of the IRA: According to previous studies,4,10,13,32,33) early re-occlusion of the IRA occurs in <5% of patients undergoing angioplasty and in 10 to 20% of patients undergoing thrombolysis. In our study , Jpn Heart J July 1998
there was no evidence of reocclusion at the time of the second CAG in either the ICT or PTCA groups. Furthermore, spontaneous recanalization was noted in six patients from the noninterventional group at the time of the second CAG. This spontaneous recanalization rate is similar to previously reported rates.21,34) The present study has indicated that the residual % diameter stenosis was significantly greater in the noninterventional group than in the ICT and PTCA groups at both the first and second CAG. Left ventricular volume and function: No significant differences were observed in the global left ventricular ejection fraction among the three groups, in keeping with most previous studies.35-37) A few reports13,37) have shown that patients undergoing PTCA have a better global ejection fraction than patients undergoing thrombolysis, although the incidence of prior infarction and the patency rate of the IRA were not matched in those studies. EDVI and regional wall motion in the infarct zone before the discharge period were preserved to a greater extent in the PTCA group in our study. Similar findings have been reported by Ward et al.37) and O'Neill et al.13) However, the most important determinants of post-infarction left ventricular volume and left ventricular function are thought to be a history of previous infarction, IRA patency, the severity of the residual stenosis in the IRA and the location of the infarction.11,13,37,38) Our study suggests that RWMI and EDVI had a good correlation with the degree of residual stenosis immediately following reperfusion. Previous studies11,13) reporting a strong correlation between the minimal lumen diameter of the IRA and cardiac function support our findings. Prognosis: The GUSTO IIb trial findings39) suggest that angioplasty provides a small to moderate, short-term clinical advantage over thrombolytic therapy in certain situations. However, some earlier studies8,40,41) could not provide evidence that long-term mortality was lower in patients undergoing immediate or primary angioplasty than in patients receiving thrombolytic therapy. In our study, there was no difference in the incidence of cardiac death, nonfatal reinfarction, need for coronary bypass surgery or congestive heart failure among the three groups. Therefore, we hypothesize that the most important determinants of long-term prognosis following myocardial infarction are prior myocardial infarction, the presence of heart failure and the presence of residual severe ischemia in a different coronary territory. Conclusion: The prevention of disturbed left ventricular regional wall motion and remodeling are greatest with the use of angioplasty because of the prompt restoration of blood flow through the infarct-related artery. However, there is no difference in the outcome several years after AMI irrespective of selecting angioplasty, thrombolysis or conservative medical therapy, if initial major complications do not occur.
